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The Medical Home:
Better for Whom?

Moderated by Asaf Bitton, MD, MPH'*
Discussants: Joseph Frolkis, MD, PhD?; Christine Sinsky, MD3; Stuart Pollack, MD?

DR. BITTON: Today we are talking
about the patient-centered medical
home, a model of primary care that
has generated significant interest
and enthusiasm in the United States
over the past 5 to 6 years. It's im-
portant as a frame of reference to
remember that the patient-centered
medical home was actually an idea
borne out of the pediatric world as a
system for organizing care for chroni-
cally ill children.who have complex,
multisystem diseases. The pediatri-
cians have worked on this model for
at least 40 years, but it's only been
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in the past 10 years or less that the
adult medicine and family medicine
worlds have really embraced and
begun to adopt this model. Currently
there are thousands of practices and
millions of patients being served by
medical homes across the country,
and it is incumbent upon us to un-
derstand where this model has come
from, and where it is going.

So, with that prelude, we have con-
vened today a panel of experts in
adult internal medicine who are well
versed in the medical home model.
| am Asaf Bitton from the Harvard
Medical School Center for Primary
Care and Brigham and Women’s Hos-
pital. With me are Drs. Joseph Frolkis
and Stuart Pollack from the Brigham
and Women’s Hospital in Boston, and
Dr. Christine Sinsky from the Medical
Associates Clinic and Healthplans in
Dubuque lowa.

We’'re here to try to understand what
the medical home model is, how it's
working across the United States, what
are its main challenges, and to forecast
where we see the field moving in the fu-
ture. So, to all of our panelists, | want to
start by asking each of you for your defi-
nition of what a patient-centered medi-
cal home is. I'll start with Dr. Sinsky.
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DR. SINSKY: | think access and con-
tinuity are really the most important
pieces of the medical home. Patients
need access and continuity with the
same provider: to proactively manage
chronic conditions, to evaluate acute
symptoms in context, and to build
trust and a relationship.

DR. BITTON: Dr. Pollack, what is your
definition of what a patient-centered
medical home is?

DR. POLLACK: | think it comes back
to really good primary care. | like the
World Health Organization definition
of primary care from the 1970s: ac-
cess and continuity, as Dr. Sinsky
just mentioned, as well as compre-
hensive and coordinated care. So my
definition of the medical home is just
really good primary care delivered
by a team, with an activated patient
as a key member of that team—and
there’s definitely a computer thrown
in someplace.

DR. BITTON: Dr. Frolkis?

DR. FROLKIS: | increasingly quote my
colleague, Dr. Pollack, and say that
the medical home is great medical
care delivered by a team. But, | also
think it’s critical to point out that these
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team members are not what used to
be called “physician extenders” whose
only real function was to increase the
physician’s efficiency in order to maxi-
mize throughput in a Fee for Service
world. In the medical home model
that we’re discussing today, these are
colleagues who have shared responsi-
bility for the care of the entire panel of
patients in the practice.

DR. BITTON: As a follow-up question, to
all of the panelists, how is your defini-
tion of a medical home different from
just good primary care? Is there a dif-
ference or are they one and the same?

DR. FROLKIS: | think that studies
have shown that primary care physi-
cians cannot sustain the demands
of acute, chronic,

“I really think care should be uncoor-
dinated,” and then 5 years ago, we
said, “Oh, that uncoordinated thing
isn’t working out, let’s try coordinat-
ed.” What is different is our ability to
deliver on the theory. For really good
proactive primary care to happen,
you actually do not need an elec-
tronic health record, but you do need
a registry, which is really hard to do
without an electronic health record.
And reimbursement has to change to
pay for the team required to have any
chance of getting through the volume
of work that needs to be done.

DR. SINSKY: | would also add that
the medical home framework has
given a language and a legjtimacy for
strengthening primary care and it pro-
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recognition. But, it was really during
the previous 20 years that we gradu-
ally built systems so we could man-
age the three domains of primary
care Dr. Frolkis identified: acute care,
prevention, and chronic illness care,
with planned care appointments,
with pre-visit laboratories, and with
an after-hours nurse call line for our
patients. We built stable care teams,
initially with a 2 to 1 ratio of nurses to
physicians. Now, we’re piloting three
nurses per physician. So, our medi-
cal home model has been gradually
evolving over a 20-year period.

DR. BITTON: What are the biggest
changes that you've seen in your
day-to-day work of primary care, Dr.
Sinsky?

and preventive . DR. SINSKY:
e et "Currently there are thousands of practices Over time pa-
i mos'el'_ Sy and millions of patients being served by Ee“t e S
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Something  has medical homes across the country, and it is complex.  Fif.

to change if we're
going to save this
field. Team-based
care has the po-
tential to be that
“something”. |
would argue that
having fully functional teams, and
there’s no standardized definition
of this yet, which may include social
workers, nutritionists, exercise physi-
ologists, advance practice clinicians,
licensed practical nurses, nurses’
aides, community resource special-
ists, community health workers, and
population managers, can provide
both a depth and a breadth of care
not possible in our traditional, “doc-
tor-centric” model.

DR. BITTON: Drs. Sinsky or Pollack,
do you have any thoughts on what'’s
different or not?

DR. POLLACK: | don’t think the theory

has changed. It's not like 10 years
ago we were walking around saying,
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incumbent upon us to understand where this
model has come from, and where it is going."

vides a roadmap for how to do so. As
Dr. Pollack said, no one started out in-
tent on providing uncoordinated care;
the medical home now gives us direc-
tion as to how to deliver truly compre-
hensive and coordinated care.

DR. BITTON: Dr. Sinsky, could you
tell us a little bit about how you got
involved in these efforts at your clinic
and in the model that you've built?

DR. SINSKY: Sure, I'm happy to. We
formally went through the process of
medical home recognition in 2008
when we were recoghized as a level
Ill clinic by the National Commit-
tee on Quality Assurance (NCQA).
In fact, we were the sixteenth clinic
in the nation to have medical home
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teen years ago
a patient with a
blood pressure
of 146/85, cho-
lesterol 235, fin-
gerstick  blood
sugar of 134
and a creatinine of 1.5 may have been
considered to be doing fine and might
have been advised to come back in
a year. Now, that very same patient
may be diagnosed with four chronic
diseases and in need of more intense
management. We now need better
systems and infrastructures that’ll al-
low us to manage this increased com-
plexity in our patient population.

DR. BITTON: Dr. Pollack, can you tell
us a little bit about your journey into
the world of medical homes and how
it arose in your context?

DR. POLLACK: | spent most of my ca-
reer practicing in what we would now
call an accountable care organization,
a multispecialty group integrated with
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a hospital and a single payer. | ended
up as Chair of Medicine about 10 years
ago. About 3 months after | started,
the group decided to change to a fee-
for-service multi-payer group, which
now sort of sounds crazy, but 10 years
ago it was what people were doing,

So, | actually got to help transform
a group of physicians into a fee-for-
service model. On paper, we did very
well. Relative value units (RVUs) per
physician went up by 50% in 2 years,
the budget looked good, and people
were productive. But when you sat
back and talked to the patients and to
the nurses and
to the doctors,
people really
weren’t happy. In
addition, it got to
the point where
we literally could
not recruit young

primary care
physicians. And
when you love

what you do, it's
depressing to re-
alize that young
docs don’t want
to do it anymore.

I think we did a really good job of op-
timizing a model that was fundamen-
tally flawed. | woke up one morning
and realized that it was just not work-
ing. It wasn’t the people in the model;
it was the model itself that was bro-
ken. | wanted to get way outside the
box and create a primary care inno-
vation site. That was just when medi-
cal home was really hitting peoples’
consciousness. | discovered that if |
talked about medical home, organiza-
tions would respond to me. It's been a
wonderful journey ever since.

DR. BITTON: Dr. Frolkis, tell us about
your network’s effort to promote the
model, and especially why or how it
might fit into an academic medical
center context.

DR. FROLKIS: | think it's important
to remember that academic medical
centers are still fundamentally just
“hospitals,” but with the added com-
plexity and incremental missions of
teaching and research. So, the critical
importance of a strong primary care
base is every bit as relevant to the fis-
cal health of the academic medical
center, to their market share, and to
their community mission, as it is in a
community hospital. In fact, whether
we remain in a fee-for-service world
or end up in a fully accountable care
world or in what is our current quite
uncomfortable transitional space,

"Studies have shown that primary care

physicians cannot sustain the demands of
acvute, chronic, and preventive care in the
current model of care delivery Something

has to change if we're going to save this
field. Team-based care has the potential to

be that 'something'.

primary care physicians still gener-
ate the referrals that “feed the beast”
of subspecialty care, which is where
the margins are for hospitals now. By
doing so, they drive the clinical enter-
prise, but also, by definition, the edu-
cational enterprise and the teaching
mission. We supply the cases that
become the great teaching opportu-
nities that medical students and resi-
dents in all the specialties learn from.

| would add that in this new world
toward which we’re heading, however
uncertainly, academic medical cen-
ters will be wise to invest in patient-
centered medical home growth to
deliver on the metrics that are going
to become very important to them,
such as population management,
quality, access, and cost outcomes.

The Medical Roundtable: Cencral Medicine tdition

www.TheMedicalRoundtable.com

Finally, for this point, | would say that
it's also a wise investment for aca-
demic medical centers because the
transformation of primary care and
the creation and spread of patients
in medical homes is an increasingly
potent draw for medical students and
residents who are interested in being
part of this movement of care rede-
sign and health system reform.

DR. BITTON: The next question I'd like
each of you to answer in sequence
starting with Dr. Sinsky. What are your
thoughts about the trajectory of the
medical home movement or transfor-
mation across pri-
mary care in the
United  States?
Specifically, is this
a panacea for pri-
mary care, a tem-
porary flash in
the pan, or some-
thing in between?

DR. SINSKY: I'm
really optimistic
about the tra-
jectory that the
patient-centered
medical home
might take primary care on, if you
will. While it is not yet certain that
patient-centered medical home will
strengthen primary care, | think it's
very plausible.

I’'m concerned that we’re at a tip-
ping point and that we now have to
pay attention not only to the patientin
the patient-centered medical home,
but also to what it is like to live in the
medical home as a physician, a nurse,
a medical assistant. Can we make
this work joyful, manageable and re-
warding? Some practices found that
when they first implemented the pa-
tient-centered medical home they did
it on the backs of the providers and
actually decreased work-life satisfac-
tion. So, we have to make sure that
we pay attention to joy in practice.
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DR. BITTON: | know that you’ve been
studying some of those practices, Dr.
Sinsky. Are there themes or predic-
tors of maintaining that joyfulness
during the transformation?

DR. SINSKY: Having intentionality
about the transformation—creating
time and space to step aside-and
analyze and improve your work—is a
way to create adaptive reserve within
a care team. So, | would say inten-
tionality and time for team meetings
and planning are predictors of sur-
vival and thriving.

| agree! But, | do in fact agree and
would saying in addition that we re-
ally have no choice. This primary care
crisis really is a crisis. | am reminded
daily of the urgency of coming up with
a way to save our field. I've been prac-
ticing for 30 years, scary to say, and
would agree with Dr. Pollack that pri-
mary care as a profession has been
going downhill not because it isn't a
wonderful occupation. | think it's the
best job in medicine. But we have
not done a good job of fighting back
for primary care interests effectively
enough during that period.
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tion will be the final definition. But, its
“viral” spread is reassuring. As | said
earlier, it's attracting young people
who want to be a part of this thing
that we’re all creating in many ways
from whole cloth. | also would echo
what Dr. Pollack said that | think it's
just the beginning. At Brigham and
Women’s Hospital, for instance, and
we're starting to develop the "Medi-
cal Neighborhood”, an effort to more
effectively and explicitly coordinate
care with our specialty colleagues
in order to maximize the medical
home’s ability to deliver on its prom-

ise of improving

DR. BITTON: Dr. access, quality,

LS "Just as primary care transformation has the and value.

daddh i potential to improve work-life satisfaction for

trajectory? q 0 -0 0 DR. BITTON: Dr
primary care physicians, the medical home Frolkis, if you'are

R HIVY '  neighborhood has the potential to transform a specialist, how

I've been prac-
ticing over 20
years and | think
primary care
has been in cri-
sis since the day
| started. | re-
ally believe things are different this
time, and that we will finally get the
resources to deliver on the promise
of primary care. | believe that the fun-
damental problem with health care
in the United States is that we are
too good at what we do. The number
of interventions that now work is so
huge that it if we don’t redesign the
system to deliver those interventions,
we will drown. Both primary care and
health care in the United States are
at a tipping point. I’'m optimistic that
we are going to tip in the right direc-
tion and end up with a much better
system. Medical home is just the be-
ginning of the change.

DR. BITTON: Dr. Frolkis—your view of
the trajectory?

DR. FROLKIS: One of the great things

about going last is that everyone else
has contributed, so | only have to say
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specialty care into a more satisfying profes-
sional life as well."

When survey results of primary
care physicians indicate that only 2%
of medical students are indicating
an interest in primary care internal
medicine, when the differential of re-
imbursement is so great between pri-
mary care physicians and specialists,
when job satisfaction is plummeting,
when people are burned out and say
that they would not become physi-
cians again, it is a particularly telling,
and, to me, disturbing sign.* | think
we have to find something that works
to revitalize our field, because as I'm
sure everyone on the panel agrees
and as Barbara Starfield and others
have long demonstrated, societies
where there are more primary care
physicians are healthier and less
costly societies.?

So, | am enthusiastic about the
patient-centered medical home. |
don’t know whether its current defini-
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do you see the
rise of the medi-
cal home impact-
ing your work?
Some  skeptics
argue that this is
a play by primary
care to rebalance reimbursement.
Others see it in a more positive light.
What are your thoughts or messages
for the specialist community?

DR. FROLKIS: | think the answer
depends on where we are in the
uncomfortable transition zone that
| referenced earlier. | think that in
the current reimbursement system
it is in many ways a zero-sum con-
flict. Of course it's not as if income
redistribution goes into the pockets
or paychecks of primary care physi-
cians. But there is a necessary up-
front investment in infrastructure to
allow team-based care to succeed,
and specialists are likely to see that
investment as a loss to them. A num-
ber of sites around the country have
shown a remarkably quick return
on investment for downstream sav-
ings. It is clear that those savings are
linked to the model of care in which
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they occur, so that Geisinger in Penn-
sylvania and Group Health in Seattle,
for instance, could argue that by be-
ing in integrated systems it is easier
to demonstrate “proof of concept” for
the medical home.

There are some other demonstra-
tion projects that | think are show-
ing a fairly impressive return on in-
vestment as well,® not only on the
cost side, but in terms of patient,
physician, and staff satisfaction. So,
| think that to the extent that reduc-
ing emergency department visits and
ambulatory care sensitive admis-
sions and unnec-
essary utilization
is relevant to the
reimbursement
model extant
at the site, the
more cost effec-
tive the patients
in a medical
home are going
to be to the sys-
tem. Part of our
job is messaging
because our specialty colleagues are
going to be in the same bundled or
capitated world that we're in.

DR. BITTON: Drs. Pollack and Sinsky,
any thoughts about specialty interac-
tions or thinking from their perspec-
tive on this model?

DR. POLLACK: I'm finding more and
more that the trailblazing work primary
care is doing around integrated team
and population management and pa-
tient activation is being adopted by our
specialist colleagues. We've always
been a little more under-resourced
and hence we drowned a little bit ear-
lier. Specialists are running up against
the same problem primary care faces:
the sheer volume of care that works
exceeds our ability to deliver it.

DR. SINSKY: | have a vision of how
the medical neighborhood could be,

and | think it would be very good for
our subspecialty colleagues. In this
vision the subspecialist may spend
a third of their time on direct patient
care, a third of their time on aca-
demic detailing—providing updates
about changes in your specialty—to
the primary care physicians in their
network, and a third of their time
on population management and
community facing activities. An ex-
ample of these activities would be
an endocrinologist who works with
the local school district to improve
the healthy food choices offered in
schools to reduce childhood obe-

member of that team—and there’s definitely
a computer thrown in someplace."

sity/diabetes. Just as primary care
transformation has the potential to
improve work-life satisfaction for
primary care physicians, the medi-
cal home neighborhood has the po-
tential to transform specialty care
into a more satisfying professional
life as well.

DR. BITTON: Let's run with that
thought about improving the work
conditions for primary care and hope-
fully for the rest of ambulatory medi-
cine. Daniel Pink, in his book Drive,
defines elements of satisfying work
as the following: “work which con-
tains of high levels of autonomy, mas-
tery and sense of purpose.” | would
like for you to reflect on how the medi-
cal home model approaches those
three domains: autonomy, mastery,
and purpose. Does it get us there in
any meaningful ways in your experi-
ence so far?
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DR. POLLACK: My experience is that
working in a medical home is highly
satisfying for everyone on the team,
probably because it hits all three do-
mains. We are enabling pharmacists,
nutritionists, social workers, nurses
and medical assistants to work at the
top of their license, which gives them
both autonomy and mastery. Sending
a message that their job is to pro-
vide care directly to the patient (not
just to support a physician) is huge.
Even the administrative assistants
I've worked with chose primary care,
instead of working in a lawyer’s of-
fice, because they want to be able to
help the sick and
comfort the ill.

"So my definition of the medical home is
just really good primary care delivered by
a team, with an activated patient as a key

All of the above
also applies to
physicians. Let
us work at the
top of our licens-
es and give us
the resources to
take really good
care of patients.
It even applies to
specialists. If we (primary care) effec-
tively treat the primary care aspects
of their specialty, then they (the spe-
cialists) will get to see a more com-
plex population that allows them to
work at the top of their licenses, do-
ing what they presumably love to do
and why they became a specialist in
the first place.

DR. BITTON: Other thoughts?

DR. FROLKIS: | would echo Dr. Pol-
lack’s comments. As we develop our
medical neighborhood outreach ef-
fort, these are potential advantages
that we stress with our specialist
colleagues. Early work in the medi-
cal neighborhood has shown, for
instance, that the percentage of re-
ferrals deemed inappropriate drops
precipitously when you actually work
out medical neighborhood collab-
orative care agreements or other ar-
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rangements. It allows the specialist
to practice at the top of his/her li-
cense and see the clinical issues that
are intriguing to them.

It also empowers the primary care
physician because there is an em-
bedded educational component
there if you are reestablishing the
kind of collegiality that made us all
love residency. Then the primary care
physician is learning in real time in
a case-based model how to become
more competent at things so that
his or her autonomy, mastery, and
purpose increases. | can't reiterate
enough how important it is to team
members to be empowered to do
things that they are fully capable of
doing but had never been given the
opportunity to do, and how liberat-
ing it is for physicians not to have to
do stuff that we didn’t go to medical
school to do and are not particularly
interested or adept at doing.

DR. BITTON: Dr. Sinsky, you were go-
ing to add in?

DR. SINSKY: It's hard to add to such
well-spoken comments. | want to say
that we did use the autonomy, mas-
tery, and purpose framework for our
site visit guides as we visited 23 high-
functioning practices looking for joy
in practice. It parallels the control,
order, and meaning framework that
Dunn has put together to promote
physicians’ well-being and satisfac-
tion in work.®

DR. BITTON: Dr. Sinsky, what do your
patients think about this model? Do
they know they’re in it and has their
perception changed over time?

DR. SINSKY: Sure, that's a great
question. I’m not certain our patients
would know what a medical home
was if you asked by name. But, if you
ask by function, | think they would.
The critical part of our practice model
is pro-active planned care. For ex-
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ample, we arrange for our patients
to have their laboratory reports com-
pleted ahead of their appointments.

When | tell my patients that I'm go-
ing away next week to speak about
a new way of giving care and that
pre-appointment lab is one feature,
they’'re quite surprised that other
practices don’'t do that. I've had pa-
tients move away and then when they
move back to the area, they’ll contact
our office and ask to have their labs
and their mammogram ahead of the
appointment. They know the results
can then be incorporated into face-
to-face shared medical decision mak-
ing at their appointment. They don’t
know the term shared medical deci-
sion making, but they know the act.

DR. BITTON: Dr. Pollack, what do the
staff and trainees at your clinic think
about this model?

DR. POLLACK: The staff has really
enjoyed this. The practice manager
and | meet with every member of our
staff to assist them with their pro-
fessional development, which gives
us an opportunity to ask how they
think we are doing. We hear things
like “I've never worked anywhere
like this. | can’t imagine working any-
where else.” | think it comes back to
autonomy and mastery and sense of
purpose. | would point out that evi-
dence to support the idea that medi-
cal home will improve staff morale
and decrease burnout in safety net
clinics was published in the Archives
of Internal Medicine.®

From the point of view of train-
ees, all | know is that we are a very
requested site for continuity clinic. |
believe it's because they can come
here and imagine doing this for a liv-
ing. One of my personal metrics for
the success of this model is by the
time our trainees leave they will say,
“Hey, maybe | don’t have to be a hos-
pitalist. Maybe being a primary care
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physician is doable, something | can
enjoy and be successful at.”

DR. BITTON: Dr. Frolkis, what does
the conversation in the executive
suite sound like around this model?

DR. FROLKIS: I've been pleased and
encouraged at the support that pri-
mary care, and the urgency of the
need to transform primary care to-
wards the team based model has
enjoyed in the executive suite. | think
that there has been an inevitable
learning curve for all of us, but there
seems to be a growing understanding
that this is something we have to do
for the good of the institution and the
security of its future.

DR. BITTON: That gets into the next
question for anybody in the group.
How do you pay for this model and
will it eventually pay for itself?

DR. FROLKIS: | would reiterate that to
the extent that we are in an account-
able world, the upstream investment
in medical home infrastructure will
pay for itself downstream in reduced,
unnecessary utilization, emergency
room visits, and admissions. | think
that there is early but reassuringly
consistent data that this is the case.

DR. BITTON: Dr. Sinsky, the commu-
nity medicine world is a little bit away
from quaternary academic medical
centers. What are your impressions
on how this model pays for itself in
the community environment?

DR. SINSKY: | would agree with Dr.
Frolkis. My own clinic practice has
been a rudimentary Accountable
Care Organization for about 35 years.
The investment in a strong primary
care base has had downstream sav-
ings for us over time. | think that in
any integrated delivery system if you
double the investment in primary
care, you will gain that all back and
more in downstream savings.
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DR. BITTON: Dr. Pollack, if a pri-
vate practitioner in a small group,
primary care practice comes to you
and asks if this is a feasible model
in the current state of affairs, what
do you say to him or her?

DR. POLLACK: | would say that
you need to find someone to part-
ner with, be it an insurer, a local
business, or your hospital, be-
cause this really does require new
resources. But, even in a fee-for-
service system, given that hospitals
are going to be penalized by Medi-
care for readmissions, medical
home makes sense, because just
the savings to the hospital should
cover the costs of some rudimen-
tary transformation.

DR. BITTON: A final question be-
fore we summarize our discussion
is around health information tech-
nology. Is it up to par right now for
this model? If not, what areas really
need to be improved or built out?
| know all of you have thoughts on
this. So, let’s start with Dr. Sinsky.

DR. SINSKY: Thank you. Actually,
one of my goals for the next five
years is to help in some way to bring
our technological tools, and some
of the regulations around those
tools, into alignment with the goals
and needs of the medical homes.
There’s a lot of potential power is
in the Electronic Health Record
and depending on your particular
vendor and your institution’s imple-
mentation policies, you may have
more or less realization of that pow-
er. But, right now, many physicians
and their teams are actually finding
their technology is getting in the way
of a team-based model of care; that
often the electronic health record is
based on the presumption that it's
a physician and a computer, and
not a team of people who will be
interacting with the computer and
interacting with the patient.

DR. POLLACK: | agree with Dr. Sinsky.
The medical assistant is on my team,
and the social worker is on my team,
and the patient is on my team, and a
bunch of specialists are on my team,
but for some reason the computer
doesn’t want to join. It's not very flex-
ible. There are many things that the
computer can do much better than
people, especially involving databas-
es and population management. But,
it just doesn’t do that. All it wants to
do is document my notes, frequently
not in the way that’s efficient for me
and the other staff I'm on a team
with. It doesn’t make it easy to get
data into structured fields where it
can feed directly into registries or
be used for predictive modeling, and
it's not nearly as good as it could
be in serving as a communication
tool, and helping us distribute work
among team members and remind-
ing us to get it done.

DR. BITTON: So, you're saying that
the electronic health record really
exists right now around a billing tem-
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plate as opposed to a shared infor-
mation transfer template for a team.

DR. POLLACK: Electronic health re-
cords were built for the fee-for-service
systems they were sold to. Medical
home and accountable care really is
a fundamentally different model and
the electronic health records need to
catch up with that.

DR. FROLKIS: Information technol-
ogy has to provide four key functions
in this new world: attribution, sever-
ity adjustment, registry functionality,
and utilization data. No system that
I've worked with so far has done all
four of those in a way that facilitates
what we're trying build.

DR. BITTON: Sounds like there’s
shared agreement there. So, in sum-
mary, we have one last set of ques-
tions for each of the panelists. We'll
start with Dr.-Frolkis. What are your
goals for this model in the next five
years? What worries you, and also
what excites you?

Clinical Implications

» Primary care providers across the United States are in-
creasingly turning to the patient centered medical home
model to improve and reorganize the delivery of care
around the aims of improved access, quality, and value.

» Medical homes are entities that provide team-based
care in a patient-centered environment, utilizing health
information technology and a renewed focus on im-
proved patient access and care coordination to im-

prove outcomes.

» Early evidence suggests that medical homes can im-
prove quality of care, patient and provider satisfaction,
and may reduce costs, but further work needs to be
done to evaluate and refine the model.

» Medical homes form a natural building block for wider
health care transformation efforts such as accountable
care organizations to improve the value and efficiency

of the health care system.
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DR. FROLKIS: What worries me is the
zero-sum conflict that | referenced
earlier in our current model, and the
ability of the folks who are excited
about this, not just in the primary
care workforce, but in the executive
suite to sustain the political will to
see this change through. That’'s what
worries me. What excites me are all
the things we’ve talked about in the
last 35 or 40 minutes: the regenera-
tive energy around this model, the
enthusiasm of young people, the
promise of revitalizing our profession.

In terms of goals, | think that if
we're going to make this change
stick we need to make it scalable. We
need to figure out what’s critical and
what’s optional about the models
we're building. We need to figure out
who really needs to be on the team.
Then, finally, | would say that the goal
for the next five years should be to
continue the momentum on research
and evaluation of this model so that
we can say we've proved the concept.
There’s a lot to look at and a lot to
report on. That’s very exciting.

DR. BITTON: Dr. Sinsky, your thoughts
on this summative question?

DR. SINSKY: What excites me is the
possibility of more closely aligning
physician and team member training
with a population’s need for medical
care, rather than restricting training
along traditional specialty boundar-
ies. If we do this in physician training,

for example, patients will have less
fragmented care and more points
of contact, and thus continuity, with
their primary care physician. And pri-
mary care physicians will have a bet-
ter work experience. Without realign-
ment of training to practice there is a
risk that primary care will be reduced
to simply the triage station of the
medical neighborhood. This would be
a mistake in my view.

| believe primary care physicians
can be trained to manage chronic
conditions further along the spectrum
of complexity, and also to perform a
wide variety of commonly required
procedures, such as joint injections,
Intrauterine Device placements and
wound treatments. Possessing these
skills will enable primary care physi-
cians to provide truly comprehensive,
longitudinal, coordinated and person-
alized care to our patients; and thus
also to achieve greater joy in work.

DR. BITTON: Finally, Dr. Pollack, your
thoughts?

DR. POLLACK: | think what worries
me is the word “panacea.” | worry
that businesses, governments, insur-
ers, and health care organizations
have too short of an attention span.
When | left medical school, angio-
plasties were just starting to be rou-
tinely performed. Maybe they worked
two thirds of the time, which is not
great for something that only treats
symptoms and has some fairly sig-
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nificant risks. In 2012 a drug-eluting
stent works 95% of the time. That
was a 25-year journey. If somebody
had said, “two thirds of the time isn’t
good enough, we're not going to pay
for this,” then cardiologists and de-
vice manufacturers and pharmaceu-
tical companies wouldn’t have done
the amazing work that got interven-
tional cardiology to where it is today.

Medical home clearly improves
quality. They save money. But, the
expectation is that we will save huge
amounts of money and create huge
improvements in quality and solve all
disparities in health care while pro-
viding the patient with a wonderful
experience. Do | think we can do all
of that? Yes. Do | think we know how
to do all of that today? No. There's a
learning curve.

The odd thing is that if the medical
home were a new drug it could barely
improve results and significantly drive
up costs and it would still be paid for.
On the other hand, we are expected
to both improve results and lower
costs simultaneously. | worry that the
standard we'’re going to be held to
is very high and that if we don’t suc-
ceed immediately people will move
on to the next panacea that doesn’t
exist.

DR. BITTON: Thank you all for these
really thoughtful words on where we
are with medical homes and where
we could be in the future.
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